The purpose of this paper is to summarize the formative research findings of newborn care practices in poor and rural districts of Bangladesh, Nepal, and Pakistan and to explain how these findings were used to design behavior change communication elements of newborn care programs. In-depth interviews and focus group discussions regarding newborn care practices were conducted with mothers, mothers-in-law, delivery attendants, health care providers, husbands/fathers, male and female community leaders, religious leaders and elderly influential persons between 2002-2003 in three countries supported by Save the Children's Saving Newborn Lives program. Key findings from each country are summarized according to time periods and care-seeking practices: antenatal care, birth and emergency preparedness/care-seeking, postnatal care and care-seeking for newborn illness. All country reports indicated cultural and religious barriers to seeking care as well as limited societal knowledge about the importance of care-seeking and recognition of maternal and newborn danger signs. Routine care-seeking, especially during the postnatal period, was universally low. When families did seek care, they preferred remedies from traditional healers rather than skilled health workers because of cultural and religious beliefs, poor access to health facilities, and financial barriers. Findings from the country reports were used to design behavior change communication strategies that addressed the underlying reasons why newborn care practices were sub-optimal. Cultural and religious barriers, though strong, were not insurmountable in implementing effective behavior change communication strategies. Formative research from South Asian countries has proved crucial to program approaches to improve care-seeking for maternal and newborn care, increasing availability and access of key services, and expanding family and community knowledge and demand for these services.
Introduction
Effective strategies to improve newborn survival in developing countries require clear understanding of the patterns and determinants of newborn-care seeking by mothers, families and other newborn caregivers. For programs to deliver life-saving newborn health interventions, quality health care must not only be available and accessible in communities, but also must be desired and then used in a timely manner by newborn caregivers. Understanding, and positively influencing, care seeking for maternal and newborn care is thus essential for efficacious health interventions to have impact. Formative research is critical to identify care-seeking practices, to understand important determinants, and to determine how attitudes and behaviors may be modified to increase demand for and timely use of key newborn health services.
Common delays in receiving appropriate care for serious maternal and newborn complications are typically ascribed to delays in recognition, delays in transport and access, and delays in delivery of quality care by providers. Earlier studies have documented not only the lack of knowledge of maternal and newborn danger signs, 1 but also the delays resulting from the lack of understanding of the need for prompt care from qualified providers, [2] [3] [4] in addition to traditional financial and geographical barriers in access to care. 5 Research has identified that traditional care seeking for life-threatening complicationsFsuch as maternal postpartum hemorrhage or neonatal convulsionsFfrequently precedes and often delays timely life-saving treatment. 5 Families' and communities' preferences for and use of traditional remediesFespecially for serious maternal and newborn complicationsFmust be understood and addressed by programs to improve newborn survival. Furthermore, programs need to formulate strategies to address families' and communities' decisions to delay or forego qualified maternal and newborn care, both preventative and curative.
The Saving Newborn Lives (SNL) program of Save the Children, US, launched in 2000 through a grant from the Bill & Melinda Gates Foundation, developed and tested innovative program strategies to improve newborn health and survival in 13 countries. Systematic formative research was conducted in six focus countries to develop specific intervention strategies tailored to the local newborn health practices and cultural contexts. Here, we report the key findings and uses of SNL's formative research to design program intervention strategies in three South Asian countries to improve care-seeking practices for maternal and newborn care.
Methods
Sites for formative research were selected according to the scope and focus of each SNL country program in Bangladesh, Nepal and Pakistan. The Table 1 describes the formative research methods used for each country. Selected districts and subdistricts were considered to be representative of each country's rural and poor populations. Qualitative methods used were semistructured questionnaires through in-depth interviews and focus group discussions with groups of key informants. The key informants for in-depth interviews and focus group discussions included mothers, mothers-in-law, delivery attendants, health care providers, husbands/fathers, male and female community leaders, religious leaders and elderly influential persons. Guides for in-depth interviews and focus group discussions were separately developed in each country using an early draft of Qualitative Research to Improve Newborn Practices (2004). 6 Field interviews for this formative research were completed 2002-2003. Data from in-depth interviews and focus group discussions were systematically organized into separate reports for each country. The findings were used to develop key behavior change communication messages and strategies for the Saving Newborn Lives program in each country.
Results
We describe key findings from this formative research regarding care seeking for maternal and newborn care. Findings from each country are reported separately. For each country, we summarize the information available by time periods and care-seeking practices: antenatal care, birth and emergency preparedness/care seeking, postnatal care and care seeking for newborn illness. We use the term 'postnatal care' to refer to the care of the newborn and mother during the postpartum period through the first 28 days.
Bangladesh
Antenatal care (ANC). Antenatal care seeking was strongly determined by knowledge about, and thus beliefs in the importance of, ANC. Husbands and mothers-in-law were usually the decision makers about ANC. Some women found the idea of ANC to be shameful, especially if they felt that they would be examined by male health workers. Financial charges for ANC, unofficial but universally expected to be paid by families, were commonly cited as barriers to ANC. Religious barriers were noted, but these were not considered to be too strong to impede ANC care seeking. It was felt that religious and cultural barriers could be overcome by providing husbands with information about the benefits of ANC, and by requesting community and religious leaders to announce that women's receiving ANC did not violate 'purdah', or customary women's seclusion from men. Advice about the importance of ANC from health workers, and from 'dais' (traditional birth attendants), was considered a strong motivator for mothers, husbands and mothers-in-law to seek ANC.
Birth preparedness and care seeking for maternal danger signs. There was almost no concept of birth and emergency preparedness. The prevalent attitude was that preparing for childbirth only invites problems. Many also felt it futile to plan for birth complications because they could neither afford the costs of hospitalization nor easily reach facilities that were considered too distant. Mothers suggested two strategies to increase birth preparedness: influence 'dais' to give care seeking advice to mothers and mothers-in-law, and influence fathers to plan and save for maternal and newborn emergencies.
Lack of care seeking for maternal danger signs was related to common misunderstandings about the risks of pregnancy and labor complications. Women with pregnancy and labor complications almost always sought care initially from homeopathic doctors, traditional healers, dais, or religious leaders. Reasons for not seeking care from qualified providers included high confidence in dais, costs, distance to health facilities, lack of female health workers and concerns about potentially harmful effects on the unborn baby of allopathic treatments for the mother.
Postnatal care. Routine postnatal check-up of mother and newborn was generally perceived to be of little value. Most mothers felt that there was no reason to seek postnatal care unless the baby had problems. Other barriers to routine postnatal care were opposition from mothers-in-law who held strong traditional attitudes, and lack of health workers who would make home visits.
Care seeking for newborn danger signs. Newborn danger signs were not well known. However, when families recognize newborn illness, they do not routinely seek treatment initially from a qualified provider. Instead, they usually seek initial care from locally available unqualified practitioners, such as traditional healers and homeopathic doctors. The reasons are traditional beliefs (for example, the influence of evil spirits and harmful effects of allopathic treatments), lack of understanding of the problem, distance to clinics or facilities, costs of treatment and perceived lack of quality of health services.
Intervention design. Behavior change communication messages were developed to educate mothers, mothers-in-law and other caregiversFalong with fathers and key decision makersFon the importance of seeking maternal and newborn care. These messages stressed the importance of routine antenatal and postnatal care, and also emphasized key maternal and newborn danger signs requiring prompt care from qualified providers. Multiple channel delivery strategies were designed to convey these core messages. These included developing materials for training community workers in interpersonal communications using counseling flip charts, a 13-episode radio drama and a 6-episode video drama.
Nepal
Antenatal care. The prevailing attitude was that pregnancy is a natural process not requiring special (medical) care, and thus women do not seek care during pregnancy unless they perceive a problem. Access to care is limited, especially for marginalized castes, primarily because of the lack of availability of services in remote areas, financial costs and time required in receiving antenatal care.
Birth preparedness and care seeking for maternal danger signs. Although the knowledge of maternal danger signs among women was fairly high, care seeking from qualified providers was low. Women typically use home remedies as the first step, then seek care from local spiritual healers or the female community health volunteers as a second option. Seeking care from a qualified provider at health facility was seen as a last resort. Lack of accessFdistance and costFwere major barriers for most women. In general, there was no preparation for emergencies. For the poorest, there are yet further delays in care seekingFif at allFalthough the family maneuvers to borrow and sell for the needed funds for emergencies.
Postnatal care. Postpartum care service availability and utilization was viewed as largely nonexistent. Traditional belief related to the postnatal period was that the mother and baby are 'polluted' and no one should touch or come in contact with them. This belief left the mother alone in places outside the main house to cook, clean and take care of herself. This behavior even affected the handling of postnatal emergencies, when family members showed reluctance to touch a mother and her baby with danger signs. Only a few higher caste mothers had sought postnatal care; yet, almost all had visited health posts or mobile clinics to immunize their infants. There was a virtual absence of appreciation of importance of postnatal checkups; there were no clinic or home-based postnatal care services and there was little motivation to promote postnatal care services among health workers or female community health volunteers.
Care seeking for newborn danger signs. Knowledge of newborn danger signs was generally poor. Women were more knowledgeable than men. People from marginalized castes were less knowledgeable than those from higher castes. Most people use home remedies to treat newborns with danger signs, or they call faith healers. Only after these remedies have failed to alleviate the problem do they seek care from health facilities. One notable exception was that certain marginalized castes from hill areas reported seeking care sooner from facilities, perhaps because there are fewer options. Care-seeking decisions for newborn and maternal danger signs also varied by caste, with male heads of households being the decision makers in the majority of castes (Brahmin, Chettri, Kami, Damai and Sarki), but with mothers-inlaw as the decision makers in Tharu. The major barriers to care seeking from qualified providers at facilities were the lack of knowledge, family traditions, costs and lack of transportation to inaccessible facilities.
Intervention design. A key program strategy in Nepal was to improve birth preparedness and use of postnatal care services by increasing knowledge about and preparations for normal and complicated pregnancies deliveries and postnatal periods. Program strategies included developing training and educations materials for community-based workersFincluding female community health volunteersFto educate and motivate newborn caregivers on the need for care in the antenatal and postnatal periods, and to seek qualified care for maternal and newborn danger signs. Messages on danger signs and care seeking were reinforced by key chains bearing these messages for mothers.
Pakistan
Antenatal care. Traditional practices of purdah or seclusion of women from men was noted to be a common barrier to ANC care seeking. In some districts, women were aware of the importance of ANC but nevertheless cited purdah restrictions as preventing the receipt of ANC. In other districts, women were not aware of the benefits of ANC, believing that ANC was only needed for complications. Even when ANC was seen as important, there were significant barriers to ANC access, including the location of health facilities, staff attitude, financial, transportation and time required to receive care.
Birth preparedness and care seeking for maternal danger signs. There was little concept of birth preparedness in most settings, beyond arrangements for a traditional birth attendant to attend childbirth. Maternal danger signs were incompletely known and poorly understood. When danger signs were present and recognized, the initial steps usually involved seeking help from local religious leaders for amulets and holy water as healing agents. Fatalism was common. Facing pregnancy and delivery complications or danger signs, women in many communities do not seek qualified care, instead accepting their fate as being the will of God. Pregnancy was usually considered as female domain; however, husbands or other male elders in the family were the sole decision makers in seeking care for maternal danger signs.
Postnatal care. There was essentially no understanding of or belief in the importance of postnatal or postpartum care unless there were problems.
Care seeking for newborn danger signs. Formative research in Pakistan did not specifically address care seeking for newborn danger signs. The available information noted families had limited knowledge and routinely sought care from local religious leaders or traditional healer before seeking care from qualified health providers. A major barrier in care seeking for newborn illness was again the strong taboos of purdah, particularly when facility health providers for newborn care are male, along with the tradition of Rakh, which confines mother and newborn within the compound of household for 40 days to protect the vulnerable newborn from the evil eye.
Intervention design. Formative research findings emphasized the need for culturally sensitive behavior change communication materials and approaches, designed to educate families and communities, and to influence prevailing norms of care seeking behavior for newborns within the cultural contexts. Target audiences included not only female caregiversFmothers, mothers-in-law, traditional birth attendants and lady health workersFbut also male community leaders, religious leaders, traditional healers, elected representatives and other male community influentials. Specific channels and behavior change communication inputs of the program were (1) counseling cards for lady health workers to use in women's support groups; (2) family booklets for husbands/fathers to be shared through male health committees; (3) information, education and communication materials for religious leaders, traditional healers, elected representatives and other community influentials; (4) mass media 13-part drama series aired on national television and (5) orientation package for traditional birth attendants to recognize danger signs and link with lady health workers in their villages. The care seeking focus of these program inputs was to educate male subjects and female subjects on danger signs and to promote timely care seeking from qualified providers to increase timely referrals to qualified providers by informal healers.
Discussion
Formative research on care seeking for maternal and newborn care in Bangladesh, Nepal and Pakistan identified important opportunities for programs to address gaps in knowledge and care seeking by mothers, families and newborn care givers. In each country, routine careFduring the antenatal period and especially in the postnatal periodFwas frequently perceived to be of little importance. Strategies to increase antenatal and routine postnatal care by qualified providers must address these critical gaps in knowledge.
In most settings, formative research participants noted that community health workers, including volunteers, could substantially influence care-seeking practices. Training community health workers may be a key strategy to improve not only the supply but also the demand for routine care, particularly to increase the use of postnatal care services. Religious and cultural concerns were found to be extremely important, although not prohibitive, barriers for women in seeking care for themselves and their newborns. Formative research identified potential strategies to enable improved care seeking through culturally acceptable means, such as increasing the number and availability of female health providers in community settings, and educating men and religious leaders about the advantages of antenatal and postnatal care for mothers and newborns. In most settings, participants in formative research explained that religious and cultural practices could be reasonably modified to improve the survival of newborns and mothers. Key messages must target the actual decision makers for maternal and newborn care, such as the mothers-in-law or male members of the household.
In each country, formative research noted that care from qualified providers for maternal and newborn danger signs was frequently delayed or not sought at all. Although the knowledge about danger signs and their risk was often lacking, care for perceived problems was still frequently sought from religious or traditional healers first, with care from qualified providers sought as a later, if not last, resort. Although care seeking delays were uniformly influenced by access barriersFsuch as distance and costsFthere were ubiquitous obstacles related to knowledge about danger signs and the importance of care seeking from qualified providers. To save lives, programs must address barriers in access to quality care in tandem with efforts to educate families and communities on maternal and newborn danger signs and the importance of receiving timely care from qualified providers when these danger signs are present.
Our formative research findings also indicate that the concept of birth preparedness is alien in much of rural South Asia. Life-saving interventions are often not accessibleFeven when life-threatening problems are recognized by families, because families and communities are not prepared at the time of trouble to provide emergency transport and costs of care. In many areas, such as these in South Asia, programs to save newborn and maternal lives must promote and advocate that families, usually husbands/ fathers, and community organizations/leaders prepare for birth and possible maternal and newborn emergencies.
In conclusion, formative research from South Asian countries has proved crucial to program approaches to improve care seeking for maternal and newborn care, increasing availability and access of key services, and expanding family and community knowledge and demand for these services.
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